
 
 

  
 
 
 
 
 

 
I, _______________________, date of birth, ___________,  authorize  Seton Healthcare Family and its related entities 
(including but not limited to hospitals, clinics, and physician offices) to take photographs, films, audio and/or video 
recordings of me, interview me, or publish article(s) or information about me and disclose to the public such protected 
health information related to the following purposes:  
 
 Publications, fundraising, publicity, promotion, websites, social media, or advertising for Seton Healthcare Family or 

any of its related entities. Examples of social media include internet forums, blogs, social networking sites, podcasts 
and videos.  
 

 Communication with media, including, but not limited to, newspapers, magazines, radio, television, film, and all 
types of electronic communication.  
 

 Training materials, educational information or community programs for Seton and/or the general public. 
 

 
Briefly describe nature of project, including a specific description of what health/personal information will be involved. 
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
______________________________________________________________________________________________ 
 
I understand that I may be personally identified in any use of the above materials.  I realize that this use is solely for the 
benefit of Seton and I will not receive any compensation. I understand that once my health information is used or 
disclosed, it is no longer protected by state or federal law.  I have been informed that I can revoke this authorization at 
any time by submitting a written request to: Seton Healthcare Family, Attn: Communications/Media, 1345 Philomena 
St., Suite 300, Austin, TX 78723.  I understand that if I do revoke this authorization, it will not have any effect on 
disclosures made prior to Seton receiving the revocation.  I understand that Seton cannot make me sign this 
authorization as a condition for providing me treatment, making payments on any bills, or obtaining enrollment or 
eligibility in any health plan. This release will expire 10 years from the date signed below unless otherwise indicated. 
 
I hereby transfer and grant Seton the exclusive right to own, use and authorize others to use all or any part of my 
information, interview/photograph/video for uses described above.  I also hereby release Seton and its directors, its 
members, trustees, officers associates and agents from any and all claims, demands, causes of action and suits 
including, but not limited to, claims for invasion of privacy, defamation, breach of contract or other breach of duty arising 
out of or in connection with use or disclosure of my protected health information as described above. I understand that 
the interview(s) or photo session(s) are being carried out upon my consent and authorization and so assume full 
responsibility. I acknowledge that I have received a signed copy of this authorization.   
 
 
________________________________________________ _____________________     ______________ 
Signature of Patient or Patient’s Personal Representative Date signed   Time 
 
_________________________________________________     (Provide Relationship to Patient, if applicable) 
 
 

*295* 
 
Media Consent 
 
 

A copy of this consent must be maintained in the patient’s medical record. 

 
 

Consent and Release of Protected Health 
Information for Media/Public Relations, 
Fundraising and Marketing Purposes 

 

Note to Staff:  Authorization must be signed by the parent or legal guardian of any 
participant under 18 years of age, the legal guardian of any patient under 
guardianship.  If the patient is under 18 years of age and records are protected by 
Federal Law (42 CFR Part 2) regarding drug and alcohol abuse, authorization 
must be signed by both patient and parent or legal guardian.  Emancipated minors 
may sign for self. 
 


